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Summary

Objective: To examine the views of government spokespersons regarding the efforts
of five complementary and alternative medicine (CAM) groups (chiropractic, tradi-
tional Chinese medicine/acupuncture, naturopathy, homeopathy and Reiki) to take
their place in the formal health care system.
Design: In this small scale, exploratory study, we conducted in-depth interviews with
10 key government officials at the federal (5), provincial (4) and municipal (1) levels.
We used qualitative techniques such as constant comparison to describe and explain
their responses to three main questions: (1) What should be the role of the state
in the professionalization of CAM? (2) Is there a legitimate place for CAM groups
in the formal health care system? and (3) Should CAM services be integrated with
conventional medical care?
Setting: Ontario, Canada.
Results: The findings identify a fundamental tension between the various levels of
government. Their mandate to protect the public comes into conflict with the obliga-
tion to respond to consumer pressure for CAM. Safety, efficacy and cost-containment
were the chief explanations given for the government’s slowness to catch up to con-
sumers. They also mentioned fears of rising health care costs and the lack of cohesion
among and between CAM groups as barriers to legitimacy and integration.
Conclusion: Realizing the professional aspirations of CAM practitioners will depend
on the outcome of a political contest between the public, the state and the estab-
lished health care professions.
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Introduction

Complementary and alternative medicine (CAM) oc-
cupations are currently working towards inclusion
into mainstream medicine. In the late nineteenth
century, groups such as midwives, herbalists, and
homeopaths were able to practice alongside physi-
cians without licensing by the state.1 With the
growth of medical schools based on biomedical sci-
entific models and the diffusion of new technologies
and diagnostic tools, occupations that were once
socially included became marginalized.2,3 When
the American and Canadian Medical Associations as-
sumed powerful roles after the turn of the century,
the medical profession gained state support and ex-
erted their influence to exclude the more poorly or-
ganized eclectic healers. What we are seeing today
is a concerted effort by a number of CAM occupa-
tions to win back their legitimate right to practice,
through the mechanism of state-sanctioned regula-
tion. In this paper, we examine the role of the state
in this struggle with an emphasis on the regulators.
This is a small scale, exploratory study located in
the Province of Ontario (Canada). It is based on the
views of leading government officials at the federal,

pendent yet distinct. If one party is dominant, as in
the case of the medical profession, its dominance
will eventually elicit counter-moves by other pow-
erful actors such as the state, in order to redress the
balance of power. Each party has legitimate goals
and values that do not fit easily with the others.
Light argues that in pursuing its own interests, the
state will seek to either facilitate or constrain the
extent to which a profession is able to fulfill its roles
and objectives.7 Coburn et al. emphasize that when
we examine the professions and their relationship
with the state, we cannot adequately analyse them
in isolation from the social context within which
they are embedded.10 The broader societal struc-
tures and trends that exist at a given time shape the
nature of professional developments and strongly
influence the ways that the state responds to these
developments. In our current knowledge-based and
service-oriented society, state regulation and pro-
tection of qualification have become increasingly
important considerations for the professions.

The health professions and the state
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provincial and municipal levels.

Professions and the state

To study the professions leads us inevitably to an
examination of the close links between professional
bodies and the state. Klein describes the relations
between the professions and the state as a symbi-
otic relationship, which he calls “the politics of the
double bed”.4 Macdonald argues that all professions
have to enter into a special relationship, or ‘a reg-
ulative bargain’ with the state. He contends that
professions have arrived at their current position
through struggle and negotiation with the state as
well as within and between their own organizations
and with other groups.5 Indeed, Macdonald argues
that state control is not only necessary for the pro-
fessions; it constitutes part of their legitimacy and
power. Certainly, negotiations with the state are a
means by which professions can seek to regulate
market conditions to their advantage against com-
petitors and enhance their own privilege and status
through social closure.6

Light regards the state as a countervailing
power.7 This concept builds on the work of John-
son and Larsen and focuses attention on the in-
teractions of powerful actors like the professions
and the state, which have their own interests and
agendas.8,9 Light sees them as inherently interde-
he link between the state and the health pro-
essions is strong because a key responsibility of
he state is to protect the health and welfare of
ts citizens. Governments must pose questions such
s “Does it do harm?” and “Does it do good”? The
tate seeks credible evidence to answer these ques-
ions as a basis for devising health care policy
lthough political considerations sometimes take
recedence. This responsibility of the state is
losely linked these days to concerns of govern-
ents throughout the developed world to rational-
ze health care and obtain enhanced value for the
ublic funds they spend. As well, in order to main-
ain its legitimacy, the state needs to respond to
he growing public demand for increased choice of
ealth care modalities.
In the search for professional legitimacy, regula-

ion or licensure by the state is a key factor.11—13

he health professions have historically sought to
ecure statutory regulation and thereby achieve so-
ial closure and market control.5,9 This step in-
olves erecting a boundary around a health profes-
ion’s expert knowledge and creating a monopoly
hrough credentialism and certification, which ex-
ludes outsiders.14 The medical profession has been
minently successful in establishing a position of
ominance with monopolistic powers accorded to
hysicians and endorsed by the state. Medicine has
een able to achieve control over the content of
are, over patients, over other types of health care
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practitioners and over the context within which
care is provided.15 Today, however, we are seeing
the gradual erosion of medical power. In various so-
cieties, scholars have demonstrated that medicine
is not as dominant as it was 30 or 40 years ago,
and its superior status is being questioned.10,16—18

The traditional boundaries in the division of labour
are being challenged as new health care profes-
sions emerge. Other occupations and professions
such as midwives and nurse practitioners havemade
gains, sometimes at medicine’s expense.19 Comple-
mentary and alternative medicine occupations have
won acceptance from large segments of the pub-
lic and are placing pressure on medicine’s former
hegemony in the health care system.42,28

Complementary and alternative
medicine and the state

Until recently, the state has had little interest in
CAM groups. Practitioners were regarded as ‘irregu-
lar healers’ who operated outside the formal health
care system.20—22 The recent thrust of several CAM
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hampered in their efforts to achieve legitimacy by
the general absence of state support.30

In the Province of Ontario, two formerly marginal
groups have succeeded in joining the ranks of
the self-regulated health care professions; chiro-
practors and midwives. They achieved this status
largely as a result of political lobbying, organiza-
tional cohesion and popular demand.31,32 Profes-
sional recognition by the state came in the form
of regulatory status and inclusion in the province’s
health care insurance scheme, despite opposition
from the medical establishment.
Related to the attempts of CAM groups to achieve

legitimacy, is the issue of integration. As the pub-
lic demand for CAM has grown and established
health care providers have begun to take an interest
in CAM therapies and products, serious consider-
ation is being accorded to the prospect of ‘in-
tegrative care’.33 While there is little consensus
concerning how an integrated system of health care
should be operationalized, the basic principle is the
use of non-hierarchical interdisciplinary teams that
blend the best of both conventional medicine and
CAM.34—36 The goal is to bring together different
approaches to create a new whole.37 Such a devel-
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roups to move from the margins into the main-
tream has changed the picture and resulted in
heir increasing involvement with various levels of
he state.13,14,20

This pattern is evident in a number of de-
eloped countries. Scholars such as Dew in New
ealand, Carlton and Bensoussan and Willis and
hite in Australia, Saks in Britain, Schepers and
ermans in the Netherlands, and Goldstein in the
nited States have analyzed the extension of reg-
lation by the state for selected CAM groups such
s chiropractors and traditional Chinese medicine
octors.12,22—26 A recurring theme among their
ndings is that regulation has led to increas-
ng standardization of CAM practices and philoso-
hies. Furthermore, as randomized controlled trials
the gold standard for demonstrating efficacy of
ealth care treatment) have infiltrated the re-
earch model, the medical profession has used
his tool to insist that CAM groups produce ‘scien-
ific evidence’ of the efficacy and safety of their
ractices.
Several CAM groups are currently striving to
ove from occupational status to becoming full
rofessions.22,27,28 In order to gain legitimacy
ithin the health care system, they are seeking
tatutory self-regulation, one of the crucial steps
equired for full social inclusion. In making their
ase for self-regulation, these groups are develop-
ng many of the traits typically associated with be-
ng a profession.29 Nevertheless, they have been
pment would herald a transformation of profes-
ionalism, permitting access to new actors and the
luralization of expert knowledge.38

In seeking to move into the mainstream, aspiring
ealth occupations have found it advantageous to
olicit direct state support.19,39 Governments are
urrently turning their attention to CAM and are
eeking to assess the validity of their claims. Issues
uch as efficacy, safety and cost-effectiveness, reg-
lation of practitioners, the granting of legitimate
rofessional status, and the integration of CAM into
he health care system are under careful scrutiny
y the state.

AM and the government of Ontario

hen we speak of health care and the state in
anada, wemust recognize that there are three dis-
inct levels of government involved. Health care is
asically a provincial responsibility; constitutional
urisdiction over health care policy is clearly lodged
t the provincial level and it is the provinces that
oot most of the bills.1,40 It is the federal govern-
ent, however, that determines the overall context
or the priorities that provincial governments need

1 The federal share of funding for health care is currently
nder 20% (Ibbitson).54
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to address.2 Municipal governments have their own
specific responsibilities at the local level. While
taking into account the particular perspectives of
the three levels of government, this research fo-
cuses primarily on the relationship between CAM
groups and the government of the province of On-
tario.
Recently, the state has adopted a more open,

less monopolistic model for the governance of
self-regulated health professions; a model which
departs from a purely medical version of health
care and allows other kinds of groups to seek
regulation.13 The central premise of the new ap-
proach is “that the sole purpose of professional
regulation is to advance and protect the public
interest” (HPLR).41 With that goal in mind, the
government devised nine criteria which a group
must meet if they wish to achieve statutory self-
regulation.3 Underlying this move were a number of
key questions (HPLR).41 The first concern was juris-
dictional . . . should the provincial Ministry of Health
assume responsibility for regulating the profession?
The second question examined whether statutory
regulation of the profession was necessary—–i.e. is
there a “significant risk of harm to the patients”

to gain official recognition within the health care
system in Ontario during the last two decades, this
legitimization has entailed important costs.19,42

Recognition by the state has often required re-
duction or modification of the profession’s original
goals or modes of practice, medicalization of their
approach, or acceptance of a limited or subordinate
role in the system of health care.43,12 This is a risk
that aspiring CAM occupations groups need to take
into account as they negotiate with the state about
fitting into the existing system.16,19,31

It is important to recognize that the efforts of
CAM groups to professionalize are occurring at a
time of major economic and political upheaval and
restructuring in the health care system. In On-
tario, where there has been a long-standing pat-
tern of accommodation between the state and the
medical profession, the government has recently
been playing an increasing role in managing the
health care system and the health care division of
labour.42,44,45 Since the late 1960s, when a pub-
licly funded medical insurance system was initi-
ated, there has been a gradual growth of admin-
istrative supervision of the health care professions
by the government and the gradual imposition of
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in what members of the group do, and are exist-
ing control mechanisms (e.g. monitoring, supervi-
sion, other forms of regulation) insufficient? Third,
would regulation of any kind be feasible—–is there
a body of knowledge that could form the basis for
the profession’s standard of practice, and is appro-
priate Canadian post-secondary training available?
The final question considered whether professional
regulation was practical to implement—–are there
sufficient members, and are they able to favour the
public interest over professional self-interest? This
new model of self-regulation came into existence
under the Regulated Health Professions Act of 1991.
It is this regulatory structure that CAM groups in
Ontario must satisfy when they seek to achieve full
professional status.
Previous scholarly work has shown that while

some emerging health professions have been able

2 Recently, the federal government of Canada has assumed
responsibility for regulating natural health products (NHP). They
were able to do this because the legislation permitted it and
NHPs fell under their jurisdiction.

3 The nine criteria for statutory self-regulation as identified
by HPLR and later adopted by HPRAC are: (1) relevance of
the proposed self-regulating group to the Ministry of Health,
(2) risk of harm to the public, (3) sufficiency of supervision,
(4) alternative regulatory mechanisms, (5) body of knowledge,
(6) education requirements for entry to practice, (7) ability to
favour public interest, (8) likelihood of compliance and (9) suffi-
ciency of membership size and willingness to contribute (HPLR,41

HPRAC50).
anagerial power over the form and content of pro-
essional work. This period has been characterized
y the development of new methods of regulating
ealth care practitioners, a change in the defined
oles of health care providers, and an expansion in
he number of regulated health professions (e.g.
hiropractic and midwifery). These changes have
esulted in a redistribution of power among health
are professionals as well as a transfer of some pro-
essional power to health care managers and the
tate.44

Our research examined the relationship between
he state and aspiring CAM groups within this social
nd economic context. Different levels of govern-
ent have different mandates and powers, which
ignificantly affect their views and their abilities
o shape policy and influence the nature of health
are. Here we examine their individual perspec-
ives allowing for their particular place in the
tructure of government and the constraints this
mposes. Our focus is on the extent to which gov-
rnment health care officials are sympathetic to
he public demand for CAM and the current ef-
orts of complementary and alternative practition-
rs to professionalize. Our data address their views
n three main questions: (1) What should be the
ole of the state in the professionalization of CAM?
2) Is there a legitimate place for CAM groups in
he formal health care system? and (3) Should CAM
ervices be integrated with conventional medical
are?
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Methods

The data for this study were derived from in-
depth personal interviews with ten government
spokespersons who had knowledge of, and some
responsibility for policies concerning CAM. While
our sample was small, it did consist of the rele-
vant officials in the health departments at the fed-
eral (5), provincial (4) and municipal (1) levels. In
this paper, we identify respondents according to
the level of government they represent (F = federal,
P = provincial and M=municipal). Everyone we ap-
proached for an interview agreed, with the excep-
tion of one prominent member of the provincial
government who never replied to our requests. All
interviews were audiotape and transcribed.
Our questions were derived from the sociolog-

ical literature on professions and also from our
previous research with leaders of the five CAM
groups.4,5—8,14,28,53 While the questions covered
the core areas of our interests, respondents were
encouraged to add their own comments and opin-
ions.
In hour-long semi-structured interviews, we

asked whether these government representatives
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role for the state, legitimation and integration.48,49

Sandelowski has described this form of analysis as
especially amenable for answers to questions of rel-
evance to practitioners and policy makers.47 Since
this is an exploratory study with a small sample, we
refrain from making generalizations with scientific
authority. We can, however, describe and explain
how these health care officials perceive the chal-
lenge of CAM occupations attempting to move into
mainstream health care.

Findings

In their responses to our three research questions,
these representatives of the state brought to our
attention a number of recurring themes: (1) con-
sumer pressure for CAM services, (2) protecting the
Canadian public, (3) lack of scientific evidence for
efficacy and safety, (4) limitations of authority, (5)
controlling health care costs, (6) maintaining pro-
fessional boundaries, (7) evolution of the health
care system, and (8) lack of cohesion among and
between CAM groups. It is worth noting that most
respondents were familiar with chiropractic, tra-
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hought that any or all of the following five
AM groups: chiropractic, naturopathy, acupunc-
ure/traditional Chinese medicine, homeopathy
nd Reiki, should be included in the formal health
are system (respondents were given a card listing
he names of the five CAM groups to assist their
hinking). If they did not believe these groups be-
onged in the system, we asked what they would
ave to do to be included. We also inquired about
erceived barriers and opportunities for gaining a
egitimate place in the system, as well as how they
erceived the role of the state in the professional-
zation process, and their views on future prospects
or integration of complementary and alternative
ealth care with conventional medicine.
We used the software program NVivo to analyse

he responses of the government stakeholders.46

ach transcript was coded independently by four
nvestigators using constant comparison analysis.47

he central codes that emerged from the inter-
iews were based on the key concerns and percep-
ions of the respondents. We extracted constructs
nd concepts from replies to open and closed-
nded questions and spontaneous comments, and
xamined them for similarities and differences. To
urther organize the data, we then identified under-
ying themes and categories such as an appropriate

4 These five groups were originally selected for study because
hey represented a spectrum of legititmacy and are currently at
ifferent points in the process of winning self-regulatory status.
itional Chinese medicine/acupuncture and natur-
pathy, while homeopathy and Reiki were relatively
nknown to them. In effect then, these government
fficials were focusing their remarks on the more
amiliar three CAM groups.

onsumer pressure for CAM

ll our government respondents were sensitive to
he appeal of CAM to the public. They recognized
hat Canadians are looking to CAM practitioners to
rovide treatment, especially for chronic health
roblems and for preventive measures. They under-
tood that consumers want to have a choice in the
ind of care they can utilize, and seemed support-
ve of this demand. As one put it: “People want it.
t has become an important part of the health of
anada and has achieved legitimacy in the market
lace. . . . Their strongest advocates are their pa-
ients and the people who use them” (2F) It seems
lear that the interest of the public in having mul-
iple options for care is making the notion of social
nclusion of CAM groups more salient to the state.
The government representatives in our sample

ecognized that they needed to respond in a prac-
ical way to consumer pressure for CAM services. As
ne commented: “There is huge public acceptance,
o governments are usually playing catch up. It is an
ssue whose time has come and we need to recog-
ize that in a formal way. The system as a whole
eeds to reflect the reality of peoples’ lives. We
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have to fit people’s lives, as opposed to them fit-
ting into the system” (2F). This same respondent
acknowledged that professional legitimacy is prin-
cipally a political decision, rather than one based
solely on scientific evidence: “There is no question
that these are ultimately political decisions. It is
up to the citizens to ask these questions of their
elected officials and those who are seeking office.
. . . The only way to get something done in gov-
ernment is to rally the people that are supportive
of your case and hold your governments account-
able”(2F). Other respondents such as this provincial
civil servant affirmed this view: “The government
has now seen the public interest; it has taken time
for the interest to sink in, but now it is public de-
mand that is driving the agenda” (4P).

Protecting the Canadian public

When asked what they believe the role of the state
should be in responding to the growth of CAM, all
these respondents emphasized that they are mind-
ful of their mandate to protect the Canadian public:
“I work for the people, and the public are my allies.
Wemake policy in the public interest” (3F). Another

tial to ensure that CAM health care treatments are
efficacious, safe, of good quality and meet broadly
accepted standards of training and practice. In line
with their belief that it is the government’s respon-
sibility to protect the health of its citizens, they saw
it as necessary to require solid evidence that CAM
will do no harm. This federal government official’s
response to our question is typical: “Yes, there is a
place for them in the system. However, it is our job
to make sure that there is evidence of effectiveness
and safety, standards of training, credentialing, and
effective control over practice. These groups need
to be accountable for what they do” (8F).
Our respondents suggested that CAM practition-

ers would achieve better acceptance from conven-
tional medicine as well as government if they were
to generate scientific evidence for their therapies.
One commented: “I strongly support an evidence-
based approach. It would provide an appropriate
opening for CAM to enter the system” (10F). An-
other pointed out that there may be a higher stan-
dard of evidence expected than has previously been
demanded for conventional medicine: “It is unfor-
tunate that these guys are being held to a higher
standard than those who are already part of the es-
t
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stressed the fact that: “We are responsible for the
safety of the consumers of health care” (6P). They
regarded the granting of statutory self-regulation
as a mechanism for ensuring the safety of the pub-
lic and creating accountability among health care
practitioners. They viewed self-regulation as a bar-
gain between the state and the health profession; it
confers legitimacy and consequent socio-economic
status in exchange for constraints that protect the
public interest.
Several argued that if CAM groups were to

achieve statutory self-regulation, they would be
more likely to gain social inclusion: “Canadians
need to make sure that they have got legitimate
professionals looking after them and regulation pro-
vides that . . . some form of certification” (9F). A
provincial respondent said: “We set standards for
the health professions that are regulated. We look
at safety, quality of care, efficacy and public inter-
est. Our job is to ensure the public interest. Regula-
tion means that everyone is working with the same
rules” (6P).

Lack of scientific evidence for efficacy and
safety

Most of the government people we interviewed said
that they could foresee a legitimate place for CAM
groups within the formal system of health care. It
was their opinion, however, that it would be essen-
ablished mainstream, but two wrongs don’t make
right” (5M). The current requirements for evi-
ence are not, however, solely related to CAM. In
ecent years there has been a widespread move to
vidence-based medicine and the development of
linical guidelines for all forms of medical care.52

ne federal government spokesperson said he was
ware that at this point in time, CAM does not have
ufficient resources to fund the sophisticated kinds
f research that can provide credible evidence of
fficacy and safety. He argued that it was up to the
overnment to provide funds to build research ca-
acity among CAM practitioners so that they can do
he research upon which such assessments may be
ade (9F).

imitations to authority

espite the fact that regulation is a responsibility
f provincial governments, the picture differs from
ne province to the other. In Ontario, the chiro-
ractors have already achieved self-regulation, but
ther CAM groups are still in the process of seeking
o become regulated. The federal officials we spoke
ith emphasized that they had no authority to initi-
te any move toward regulation. As one said: “The
ederal government can only try to create the right
limate; it is the responsibility of the provinces to
ove ahead with regulation. It is ultimately their
ecision” (2F). This respondent claimed that the
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slow pace at which provincial governments have
granted this status to CAM groups is due, at least in
part, to the lack of scientific evidence of efficacy
and safety: “Governments are not comfortable and
there has to be a comfort level. The groups need to
build up a body of evidence that it is safe. If they
take the time andmake research a priority, they can
convince governments to respond to them” (2F). A
provincial government official commented that it
is the role of his government “to see if there is
evidence of efficacy to protect the public” (4P).
Another mentioned the need for educational stan-
dards for CAM practitioners: “They need in place a
system of education that can stand up to scrutiny
by other professions” (1P). These statements high-
light the sense of responsibility for the health of
the public felt by these government spokespersons
as well as the limitations placed on the separate
levels of government.

Controlling health care costs

Government officials explained that they hesitated
to endorse the legitimation of CAM because they
had serious concerns about the costs of health care.
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Another said: “I blame the day to day pressure on
the provincial health budgets. It is so difficult . . .

They know that there are solutions in the long-
term, but in an eight-hour day, maybe seven and
a half of that time is spent on the acute care issues
that constantly dominate the health care system.
They don’t have time to deal with new ideas be-
cause they have to deal with crises. The mentality
of crisis management is like a brick wall” (1P). The
current efforts of government to curtail costs are
clearly a barrier to policy decisions that could lead
to integration of health care services.

Maintaining professional boundaries

These government officials were familiar with the
extent of competing interests and jurisdictional dis-
putes among the various health care professions,
and believed that a clear and appropriate scope
of practice was essential for any CAM group wish-
ing to achieve a legitimate place in the system:
“The various groups have to identify the definition
of their profession and how it is similar and dis-
tinct from others to which it would relate. It is
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he spokespersons for the provincial government
eemed to believe that the health care system is
lready under sufficient pressure without adding
he burden of CAM to it. They feared that CAM
roups would make demands for public funding that
he government could not handle. As one phrased
t: “If [by legitimacy] you mean funding from the
rovincial coffers, that is debatable . . . I think that
his will be a challenge in the future. Psychologi-
ally, they are legitimate, that is one thing, but I
on’t think that legitimacy should mean they are
art of provincial funding” (4P). Another provincial
pokesperson remarked “We are moving slowly on
egulation because the government is not comfort-
ble; there has to be a comfort level and costs are
big part of that” (1P). Since the funds come pri-
arily from provincial coffers, concerns about es-
alating costs were expressed more frequently by
rovincial governments. As a federal representa-
ive put it: “It is their decision and they seem to
eel that they don’t need any more work or costs”
2F).
These respondents also saw the cost of health
are as a barrier to integrating CAM into main-
tream medicine. Their concern about integration
as with its potential for increasing health care
osts: “It is a challenge for the government with
imited time and resources. There is nervousness
bout possible liability issues, and pressure from
he medical community to invest more money into
he medical side of things rather than CAM” (9F).
arder for them to squeeze in because it is mu-
ical chairs and ninety-nine percent of the chairs
re taken” (5M). For example, the naturopaths
ave a very broad scope of practice that overlaps
ith a number of other specialties. Their scope of
ractice includes nutrition, acupuncture, diagnosis,
erbal medicine, some chiropractic and homeopa-
hy as well as lifestyle counseling.50 This overlap-
ing scope of practice makes it difficult to achieve
ocial closure for their specialty and hampers ef-
orts to make distinct jurisdictional claims.
Concerns about scope of practice also surface
hen it comes to the influence of the medical pro-
ession on governmental decisions. As this federal
pokesperson explained: “The people who are on
he other side of the fence would be the people that
re in the standard medical treatment paradigm.
hey are not supportive because it steps on people’s
oes and it infringes on what they are doing right
ow” (3F). Another respondent saw serious oppo-
ition to the legitimacy of CAM practitioners com-
ng from “the College of Physicians and Surgeons
ho are totally opposed to anybody infringing on
heir territory. It has nothing to do with the issue
tself, it has to do with trying to protect your turf”
1P). As a municipal official said, “The barriers are
ith the established medical community. The bat-
les that are going on are legion. They want tried
nd tested research on CAM first. This is not a crit-
cism of them; they are honest in their convictions
n that they respect only scientific evidence and not
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anecdotal evidence” (5M). Another mentioned the
education of physicians: “The training programs we
have for doctors is part of the problem. We need to
work on that through an initiative to include some
awareness of CAM in the medical schools at the un-
dergraduate level” (9F). Government officials per-
ceived the lack of acceptance of CAM on the part
of many members of the medical community as a
critical obstacle to integration.

Evolution of the health care system

When thinking about how the health care system
might evolve in the future, most of the government
respondents were hesitant about the notion of inte-
grating CAM care with conventional medical care as
equal partners. A provincial civil servant predicted
that this development would evolve sometime in
the future: “It will be an evolution of the health
care system.” He based his view on the observa-
tion that: “The practitioners in the field have come
to investigate and recognize the value in this. It is
not something that the government has suggested
or dictated” (6P).

the federal government must leave the concrete
decision-making to the provinces.
Several government spokespersons qualified

their approval of integrated care by arguing that
it should be restricted to hospital settings: “I think
there is a place for alternative practices in the hos-
pital. If somebody wants to incorporate them into
their hospital treatment then they can”(7P). An-
other respondent stated: “When it is within a struc-
ture or system it is a real opportunity to learn and
share with others. There is a first hand relation-
ship between doctors, nurses, and others and they
can find a way of working out a protocol for refer-
rals” (8F). The anxiety expressed by these respon-
dents was that integrating CAM with conventional
medicine could result in dangerous interactions be-
tween the two types of medications: “The concern
about taking some of these treatments into the hos-
pital is possible interactions” (3F). It seems that
even if integration is restricted to hospitals, where
the medical profession can oversee it, some gov-
ernment representatives are not completely com-
fortable with the idea.

Lack of cohesion among and between CAM
g
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While these government spokespersons were
prepared to give serious consideration to the idea of
integrating care, they acknowledged that it would
not happen quickly or easily. As one commented:
“It has to be thought out carefully before action is
taken. . . . Mainstream health care is not looking at
these groups with open arms, in particular the prac-
titioners working in particular areas like cancer and
HIV or palliative care. The path is not as open as it
would be for a conventional practitioner” (8F).
In connection with integration, several govern-

ment officials referred to the desirability of pri-
mary care reform: “The models of care also have
to change and we have to look at alternatives for
all health care professionals. . . . If more physicians
were put on salary then they would be more than
willing to be part of a team approach and team
practices” (9F). They saw primary care reform as
the starting point for the potential integration of
health care services. A provincial spokesperson told
us: “We are trying to redesign primary care, intro-
ducing things like group practices and alternative
forms of funding. There is an opportunity there for
CAM to find a place within a new system” (4P). The
federal government respondents, however, again
stressed that this would be a provincial responsi-
bility: “What really matters is what the provinces
think. . . . It is ultimately their decision as to how
various stakeholders are integrated into the for-
mal health care system”(2F). In this matter, as with
everything related to implementing health policy,
roups

ome respondents explained the reluctance of gov-
rnment to include CAM in the formal health care
ystem by referring to the lack of organization
mong the CAM groups. They said that they found
t difficult to deal with fragmented occupations in
hich various sectors often express contradictory
ositions. They believed that these groups would
ave to become much more cohesive in order to
ork effectively with medicine and with govern-
ent: “A problem is the controversy within the
roups themselves. They are not the easiest groups
o deal with and that is a challenge. . . . They are not
illing to work together and they argue and don’t
resent their issues clearly. They need to work out
shared position. It requires cultural change” (9F).
nother respondent made the same point: “They
the CAM groups] haven’t focused their resources
dequately and this makes it difficult to overcome
olitical opponents at both the provincial and fed-
ral level” (4P). While a few CAM groups have man-
ged to organize themselves effectively, most are
till in the process of overcoming internal conflicts
nd tensions among their own members. Further-
ore, the leaders of the different groups recognize
hat they are unable to coalesce and speak with one
oice for CAM.53 This lack of cohesion constitutes a
ignificant obstruction to integrating CAM therapies
nto the overall system of health care.



The role of the state in the social inclusion of complementary and alternative medical occupations 87

Conclusion

Macdonald’s contention that in order to profession-
alize, aspiring groups must struggle and negotiate
within and between their own organizations ex-
plains some of the difficulties currently being ex-
perienced by CAM groups in their relationship with
the state.5 The lack of agreement and organiza-
tional cohesion among them and their inability to
negotiate from a united position put them at a se-
rious disadvantage when they attempt to advance
their cause. Moreover, pressures on government
from other more established health professionals,
particularly physicians, hinder the legitimation and
integration of CAM. Collins emphasizes that these
other groups zealously protect their own profes-
sional interests.6 In view of all these factors, the
state continues to be wary of change and to move
with caution.
The findings outlined here, while derived from a

small scale, exploratory study, nevertheless point
to a fundamental tension between the state’s man-
date to protect the public, and its obligation to re-
spond to consumer demands for health care. The
answers to our questions, while expressing some
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Yet, the model does not always work effectively.
The federal government respondents in our study
were more favourably disposed to including CAM in
the health care system than were the other lev-
els of government, but their influence is limited
by the fact that the provinces have the consti-
tutional jurisdiction to regulate health care pro-
fessionals, including CAM practitioners. The po-
litical and economic tensions between the vari-
ous levels of government create a climate that
makes change difficult to achieve. While all our
respondents said that they favour social inclusion
for CAM groups, the federal and municipal arms
of government can only recommend, while provin-
cial governments have been slow to grant statu-
tory self-regulation to CAM groups. Without this key
step in formal legitimation by the state, the pro-
cess of social inclusion into the mainstream cannot
proceed.
This tension between federal government poli-

cies and the willingness of provincial and munic-
ipal governments to institute measures that will
reflect these policies is not restricted to the so-
cial inclusion of CAM. For many years, the federal
government has urged that long-term care, home
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ympathy with the cause of CAM, nevertheless in-
icated hesitation and caution. In spite of our in-
bility to generalize, we believe this study demon-
trates that the state is in a difficult position to
espond to claims from CAM organizations. It must
ake into account the concerns of other health pro-
essionals, as well as economic considerations and
olitical constraints stemming from attempts to re-
tructure the system. These government spokesper-
ons explain their slowness to catch up to con-
umers by referring to concerns about the lack
f scientific evidence of safety, efficacy and cost-
ontainment. But does this not really constitute a
catch 22” situation for the CAM groups? The kind
f research evidence that is being asked of them
osts a great deal to conduct. Yet, they receive lit-
le financial support from governments to do the
esearch. Similarly, high educational standards are
eing demanded of them, yet they receive no gov-
rnment funding for training their practitioners.
one of the respondents expressed any awareness
hat concepts such as cost-effectiveness and effi-
acy are socially constructed notions that are sub-
ect to the influences of time, place and particular
nterests.51

Our data also show that the role of the state in
egitimating CAM is complicated by the lack of inte-
ration between the various levels of government.
he health care system in Canada has been de-
cribed as amodel of compromise that combines na-
ional standards and provincial experimentation.40
are and child care become priorities across the
ountry. Yet, provincial governments have taken
nly minimal steps to realize these goals. Fed-
ral funding of the Canadian health care system
oes not include the ability to earmark bud-
ets for specific needs. Thus, the provinces are
ree to establish their own priorities and to de-
ign their health care iniatives based on the way
hey decide to balance the demands of their con-
tituents with their health care budgets. Their
articular versions of the way the system should
volve frequently differ from the federal gov-
rnment’s policies. As one of our respondents
ointed out, provincial governments are in the
osition of having to manage health care in a
risis mode rather than operating from a com-
rehensive, long range plan of action. The CAM
roups are caught between the vision of the
ederal government and the inability of provin-
ial and municipal governments to execute that
ision.
Tomove from themargins to themainstream, the
AM occupations will need to have ongoing dialogue
nd negotiations with the state about issues such
s cost-effectiveness, evidence-based care and the
verall shape of health care in the future. Ulti-
ately, as Light suggests, it will be a political con-
est between the countervailing powers of the pro-
essions, the public and the different levels of the
tate that will decide the fate of CAM groups’ pro-
essional aspirations.7
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